Preferred approach to performance improvement among stakeholders in the health insurance industry in Southwest Region of Nigeria: Implications for Universal Health Coverage by Adewole, D.A. et al.
78 
 





Preferred approach to performance improvement among stakeholders 
in the health insurance industry in Southwest Region of Nigeria: 
Implications for Universal Health Coverage 
Adewole DA1, Bello S2, Adebowale SA2 
1 Department of Health Policy and Management, Faculty of Public Health, College of Medicine, University 
of Ibadan, Nigeria 
2 Department of Epidemiology and Medical Statistics, Faculty of Public Health, College of Medicine, 
University of Ibadan, Nigeria 
 
ABSTRACT  
Background: Population coverage of the National Health Insurance Scheme (NHIS) of 
Nigeria is low.  This study aimed to assess the capacity gaps of personnel in the health 
insurance industry in southwest Nigeria as well determined the approach to 
improvement. 
Methods: This was a cross-sectional survey conducted in the health insurance industry 
in southwest Nigeria. Survey tool adapted was the World Health Organization adopted 
Hennessy-Hicks Training Needs Analysis Questionnaire with a set of 30 tasks which are 
important to the job performance of personnel in the health insurance industry. From 
the register made available by stakeholders, there were a total of 275 personnel in the 
industry in the zone. A total population of all available personnel in all the organizations 
were recruited into the study. Data analysis was done using the guideline provided in the 
Hennessy-Hicks Training Needs Analysis Questionnaire.  
Results: Only 32 (13.7%) reported having a training background in health-related 
degrees, 119 (50.9%) had work-related (actuarial science) training while 148 (63.3%) has 
had a form of on-the-job actuarial science and related training. The training course 
approach was generally preferred to organisational change in all items.   
Conclusion: This study showed that there were gaps in the capacity of personnel in the 
health insurance industry. Training course was the preferred approach to addressing 
these. While not neglecting organizational change, stakeholders in Nigeria and in similar 
settings are advised to pay more attention to personnel training to improve performance.   
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Globally, the goal of stakeholders in health 
is to ensure health systems in different 
countries is strengthened and viable enough 
to achieve universal health coverage (UHC). 
This could be achieved by minimizing 
inequitable access to quality health care 
among different socio-economic groups. 1, 2   
Prepayment schemes for health care exists 
in diverse forms in different countries 3-7 
and different from out-of-pocket method. 
Prepayment scheme has been shown to be a 
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reliable approach to achieving UHC and 
improve health outcomes where they exist. 
8, 9 In order to achieve UHC in Nigeria, 
prepayment method in health care in the 
form of a social health insurance scheme 
was established almost two decades ago. 
Since inception of the scheme, population 
coverage of the scheme has not gone beyond 
6% at the most, health indices in the 
population have not improved, and some are 
getting worse. 5  
Successes in the population coverage in 
other climes with similar schemes have 
been reported. 4, 6 In Asian countries such 
as South Korea and Thailand, results have 
established the possibility of achieving UHC 
in a reasonable period of time. 8 Similar 
promising reports are available in Costa 
Rica in Latin America 10 and in some smaller 
African countries such as Rwanda and 
Ghana with varying degrees of encouraging 
population coverage. 6, 8 Saudi Arabia, 
United Arab Emirates and other countries in 
the Middle East showed similar outcomes 
though sometimes with mixed results. 3, 11, 
12  In western Europe with well-established 
prepayment schemes, transition to UHC in 
some of the countries varies between four 
decades to over a century in Luxemburg and 
Germany, respectively. 10 However, 
irrespective of the different transition period 
to UHC in all these countries, better 
population health indices are common to 
them compared to what exists in the 
majority of the sub-Saharan Africa (SSA) 
with a predominant out-of-pocket payment 
(OOP) method for health care. In the 
majority of the countries especially in the 
SSA, reports have indicated inefficiently 
managed schemes as a result of weak 
technical capacity of the personnel directly 
involved. Coupled with this is the weak 
organizational capacities to manage the 
system. This has raised a concern in the 
sustainability of many of these schemes. 8, 
13 
Research works have shown that training 
programme in diverse forms is a veritable 
tool to build technical and managerial 
capacities of personnel in organizations 14-16 
especially when it is planned systematically 
with inputs from both the employees and 
the management and in line with 
organizations goals. 17, 18 Trainings could 
also enhance cohesive team orientation 
among employees and between employees 
and management levels. Training not only 
enhances capacities, it also improves 
employees’ creativity for better decision 
making and productivity, which ultimately 
improves organizational performance. 19, 20   
Training programmes could take the form of 
structured formal types linked with 
background educational qualifications, on-
the-job non-structured types organized by 
and carried out during routine workplace 
activities among other types. 21, 22  
Other means of improving workplace 
performance is through organizational 
changes, development or restructuring. 
According to Delma and Pekovic, 23 
organizational changes is about dynamics of 
internal changes with regards to forms of 
governance and decision-making structure 
of the organization. Explicitly, 
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organizational changes have to do with 
change in distribution of power, skills, 
reallocation of responsibilities and, changes 
in relationship with external partners. 13, 23  
It has been debated that both organizational 
changes and training could enhance 
employee commitment with the organization 
and therefore increase labour (and 
organizational) productivity, 19, 23 however, 
of the two approaches, training programmes 
has been cited to be the more relevant in 
improving organizational performance. 14  
Recently, the National Council on Health in 
Nigeria decentralized the social health 
insurance industry. With this development, 
the states are encouraged to establish State 
Supported Social Health Insurance 
Programme (SSHIP). 24   The structural and 
functional outlook of the SSHIP is similar to 
that of the NHIS, which is a platform to 
ensure that individuals and families have 
access to affordable health care services. 5 
The two schemes could exist side by side in 
a particular state, while interested enrollees 
could choose a preferred scheme as a 
platform to access health care services. 
Many research works that have been 
conducted on the health insurance industry 
in Nigeria have generally centred on factors 
related to the potential beneficiaries of the 
scheme, as well as factors and influence of 
the policies, the political and other 
contextual environment within which the 
scheme exists and operates in the country. 
25-27  
However, the influence of the ‘drivers’ of the 
scheme with regards to technical, 
administrative and other managerial 
capabilities to positively impact on the goals 
of the scheme have largely been neglected. 
This study aimed to assess the capacity 
gaps of the personnel in the health 
insurance industry in southwest Nigeria as 
well as determine strategies for 
improvement.  The approach of this study 
was to assess the scheme from this less 
researched area. Assessing the challenges of 
the scheme from the perspective of those 
who are directly involved in the operations 
of the scheme is an opportunity for policy 
makers to view the challenges of the scheme 
from a new and different angle. This will add 
to what is already known and, thus better 
inform stakeholders on the possible 
methods for improving the performance of 
the scheme.    
METHODOLOGY 
This was a cross-sectional survey carried 
out among personnel of the NHIS, the 
Health Maintenance Organization (HMOs) 
and the SSHIP in the southwest of Nigeria.  
Nigeria is a made up of six geo-political 
zones of Northcentral, Northeast, 
Northwest, Southeast, South-south and the 
Southwest. Each of the zones have varied 
number of states. The Southwest zone 
where this study was carried out has six 
states, namely; Ekiti, Lagos, Ogun, Ondo, 
Osun and Oyo. In Nigeria, social health 
insurance industry is a tri-partite 
arrangement of the NHIS, the HMOs and the 
health care providers.  The NHIS is a 
parastatal of the Federal Ministry of Health 
and, it is responsible for the design of the 
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scheme, provides the policy direction and as 
well as perform supervisory roles over other 
stakeholders in the industry. The HMOs are 
private organizations and purchase health 
care services on behalf of the NHIS for the 
scheme enrollees and, also provides 
supervisory roles over the health care 
providers licensed to provide care in the 
scheme. 5 While there was the presence of 
the NHIS (offices and personnel) in each of 
the six states of the Southwest geo-political 
zone, only four states (namely, Lagos, Ogun, 
Osun and Oyo) had an established 
functional SSHIP as of the time of data 
collection for this study. Data collection was 
carried out between November 2018 and 
February 2019. 
From the register made available by 
individual stakeholders as of the time of the 
study, there were a total of forty-one (41) 
HMOs in the southwest out of which thirty 
two (32) could be traced. Five (5) of the six 
(6) states in the zone had established a 
SSHIP (Ondo State was yet to start). Among 
the stakeholders (NHIS, SSHIP and HMOs) 
in the zone, there was a total of 275 
personnel in the industry. All were 
scheduled to be recruited into the study, 
thus, a total population of all available 
personnel was adopted. All personnel who 
consented in each of the organizations 
visited, were recruited and interviewed. 
Those who were on leave from work, those 
who declined to participate and those who 
were support staff such as in the transport 
section, house-keeping and security 
personnel were excluded. Invalid 
questionnaires were excluded.  Data was 
collected with the aid of the Hennessey-
Hicks questionnaires which was self-
administered. However, where an individual 
needed the assistance of the research 
assistants, such was provided. While 
majority of the questionnaires were 
collected same day after they were 
administered, a few others were collected 
some days after, at the request of 
respondents.    
Data collection tool and technique for 
the assessment of item/task scores 
The Hennessy-Hicks Training Needs 
Analysis Questionnaire has been adopted by 
the World Health Organization as a training 
assessment tool.28-31 It has been used in 
previous similar studies conducted among 
health care workers in many countries in 
developed and developing countries. 28-30 In 
most of these studies, this instrument has 
been modified to suit the study audience 
and objectives as it was also done in this 
study. The description of the tool in the 
study conducted among health care workers 
in St. Lucia by Gaspard and Yang in 2016, 
29 was adapted for this study. The 
instrument is tailored for use specifically 
with health care teams, but can be adapted 
to meet the particular objectives of a clinical 
specialty, management or organization. The 
tool has been psychometrically tested for 
validity and reliability in previous studies. 
28, 30 Originally, the questionnaire has 30 
items with an allowance for modification. Up 
to 8 of the 30 items can be replaced and an 
additional 10 items added without 
compromising its psychometric properties. 
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31 This rule was strictly adhered to in 
modifying the questionnaire to suit the 
study objective and the audience. The 30 
tasks in the Basic Questionnaire belong to 
one of six super-ordinate categories: 
management/supervisory, administration, 
clinical/service delivery assessment, 
communication/teamwork, facility financial 
audit/assessment and facility 
infrastructure assessment tasks.  
Scoring of Instrument and data analysis    
Respondents rated each item in the tool 
along two seven-point scale for importance 
and performance. Each item was also scored 
on the seven-point scale regarding two 
approaches (organizational development 
and training) to addressing gaps identified. 
The ultimate outcome of the scoring was to 
derive needs gap, and also to assess which 
of the two approaches, training or 
organizational change, is perceived by 
respondents as a better means in bridging 
gaps identified. The gap identified was 
derived from a difference between two 
similar rating scales; one assessing 
respondents’ perceived importance of each 
of the thirty (30) items/tasks and the other 
assessing respondents’ perceived 
performance of each of the 30 items/tasks 
in their job. Thus, if the respondents rated 
an item/task higher in its importance to the 
job than they rated their own perceived 
performance of that item/task in their job, 
it would imply that there is a gap for that 
item/task to improve the task performance 
to match up with the importance of the task 
to the job. Similarly, regarding the approach 
perceived to be better in bridging the gap to 
enhance performance on each item/task, 
two approaches were scored; one approach 
is the organizational development and the 
other is the training courses approach.   
Even though the instrument was 
quantitatively scored, the goal was to plot 
four bars for each of the 30 item/tasks. This 
enables an instant side-by-side qualitative 
visualization of the following: 1) perceived 
importance of the item/task to the job, 2) 
respondents’ perception of their own 
personal performance on the item/task, 3) 
perceived ability of organizational 
development approach in bridging the gap, 
and 4) perceived ability of training courses 
approach in bridging the gap. 
Thus, regarding training needs, 
respondents rated each item on two seven-
point scale according to two criteria: how 
critical the task is to the successful 
performance of the respondent’s job 
(importance rating criterion) and how well 
the respondent is currently performing the 
task (performance rating criterion). The 
ratings for the first criterion provide an 
overall occupational profile of the 
respondent’s job, and those for the second 
criterion provide an index of the skill level or 
performance. 29 For all the respondents, and 
the basic 30-item questionnaire, average 
score for the following were calculated: the 
importance scores on each item (Rating A), 
the performance scores on each item (Rating 
B), the importance of organizational 
development in enhancing performance on 
each item (Rating C), and the importance of 
training courses in enhancing performance 
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on each item (Rating D). These average 
scores were then plotted on a graph. The 
vertical axis represent the 30 items, while 
the horizontal axis represents the scores 
from 1-7. Four distinct lines were derived on 
the graph for each of the 30 items, one 
representing the average importance score 
(Rating A), one the average performance 
score (Rating B), one the importance of 
organizational development in performance 
enhancement (Rating C), and one for the 
role of training courses in performance 
enhancement (Rating D). Gaps between the 
importance and performance scores which 
indicate the degree of training need for each 
of the items, as well as the importance of 
either organizational development or 
training course in enhancing tasks 
performance and thus how best to address 
the training requirement are displayed on 
the graph.   The instrument is semi-opaque, 
31 meaning that the respondents are less 
likely to be able to distort their responses; 
therefore, the obtained data would more 
accurately reflect the gaps and the preferred 
approach to addressing them.  
Ethical approval for this study was obtained 
from the University of Ibadan/University 
College Hospital Ibadan Ethical Board 
Committee Nigeria, with approval number 
UI/EC/18/0653. Permission to conduct 
study was obtained from the NHIS, all the 
states SSHIP and the HMOs that 
participated in the study. Informed verbal 
consent was also obtained from individual 
study participants prior to data collection.  
 
RESULTS 
A total of 275 questionnaires were 
administered to eligible individuals, 
however, 234 eventually participated 
(response rate of 85.1%). Mean age of 
respondents was 37.1 ± 8.3 years. 
Participants between the age of 30 and 39, 
104 (44.4%) were of the highest proportion. 
Male participants were more 125 (53.4%) 
than were females. Only 32 (13.7%) reported 
having a training background in health-
related degrees, 119 (50.9%) had work-
related (actuarial science) training, while 
148 (63.3%) reported having had on-the-job 
actuarial science and training (Table 1).  
Table 1: Socio-demographic Characteristics of 
Respondents 
 Characteristics           Frequency  
(n=234)                  
Percent 
Age group (years)   
< 20 1 0.4 
20 – 29 33 14.1 
30 – 39 104 44.4 
40 – 49  49 20.9 
≥50 21 9.0 
No response  26 11.1 
Mean age = 37.11 ± 8.3 years 
Sex    
Male  125 53.4 














Formal training in 
actuarial science 
  
Yes  119 50.9 




Yes 148 63.3 
No  86 36.8 
Others*   Ordinary National Diploma, Higher National 
Diploma, National College of Education certificates 
 
In Figure 1, importance rating A was scored 
higher than the performance rating B for all 
30 items. The importance rating score 
ranged from a low of 4.33/7 for the item 
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“assessing patients’ clinical needs” to a high 
of 6.52/7 for the item “using technical 
equipment, including computers” (Figure 1). 
Similarly, the performance rating score 
ranged from a low of 3.91/7 for the item 
“assess health care facilities for waste 
management” to a high of 6.21/7 for the 
item “using technical equipment, including 
computers.”  
However, the difference between the 
importance rating and the performance 
rating (the training needs) was highest 
0.89/7 for the item “assessing healthcare 
facilities for service delivery” and lowest 
0.26/7 for the item “showing colleagues how 
to do things.” Thus, there was a training 
needs gap for all items. With regards to 
scoring of the preferred approach to 
enhance performance, the score on all items 
was higher for the importance of training 
courses compared to the importance of 
organizational development except for two 
items, “organizing your own time effectively” 
and “communicating with patients face-to-
face” for which the reverse was the case.  
DISCUSSION 
In terms of population coverage, it is well-
established that performance of the social 
health insurance scheme in Nigeria is poor, 
especially when compared with similar 
schemes in the West African region 
especially Ghana 5, 6, 32 and elsewhere in 
Africa, such as in Rwanda, Kenya and 
Tanzania. 8 Outside of Africa, UHC has been 
experienced in western European countries 
for example, Germany, Austria and Belgium 
although the transition period was much 
longer when compared to Asian countries 
such as Republic of Korea, or Latin 
American countries such as Costa Rica. 10 
Contributory factors to the poor 
performance of the scheme in Nigeria have 
been researched from dimensions of policy 
and political organization of the country 
within which the scheme exists and 
operates 25, 27 as well as other contextual 
factors that appears as constraints to its 
expansion. 26, 33 These factors may not be 
sufficient to explain the sub-optimal 
performance of the scheme. Studies 13, 19, 20, 
23 have shown that organizational 
performance is analogous to employees’ 
performance which in itself is a function of 
the employees’ technical and administrative 
skills as well as other factors such as the 
quality of employees’ relationship among 
themselves and with the management level.  
This study assessed training needs 
regarding skills relevant to delivering 
organizational goals. It should be noted that 
generally, the magnitude of the training 
needs for each of these items were very low. 
However, indication for training need for the 
items still exists. Almost all the items/tasks 
required employees to be trained in order to 
bridge the gaps identified. It is also 
instructive to note that majority of the study 
participants did not have the requisite 
training background to function in the 
workplace.  
Worse still, many of them appeared to have 
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Figure 1: Average training needs and preferred intervention item by item 
 
This is despite well-known positive impact of 
training programmes on employees and 
organizational productivity and 
performance, especially on-the-job 
trainings. 21 Stakeholders in the health 
insurance industry in Nigeria should make 
the need for training programmes a priority 
to enhance employees’ capacity in order to 
improve the performance of the scheme. 
Trainees would gain technical and 
managerial skills as well as creativity and 
better decision making skills which could 
reposition the scheme for better 
performance. In this, on-the-job training 
1.00 2.00 3.00 4.00 5.00 6.00 7.00
personally coping with change in the health service
Undertaking administrative activities
Verification of quality & quantity of service by providers
Working as a member of a team
Observe and assess appropriateness of process of…
Collecting and collating relevant health facility data
Assessing patients' clinical needs
Making do with limited resources
Assess adequacy and functionality of facility machines &…
Assess availability and competency of health facility…
Using technical equipment, including computers
Organizing your own time effectively
Assess adequacy of facility drugs supply and other…
Address patient or provider misunderstanding
Showing colleagues how to do things
Use health services data from health care facilities in…
Giving information to patients/carers
Providing feedback to colleagues
Assess adequacy of health infrastructure
Introducing new ideas at work
Address patient complaints/concerns
Verify, collate and process claims to health service…
Communicating with patients face-to-face
Assessing health care facilities for waste management
Assessing health care facilities for service delivery
Getting on with with colleagues
Appraising your own performance
Setting guidelines and standards for the scheme
Doing paperwork and/ or data inputting
Facilitate improved provider & patient relationship
Rating A Rating B Rating C Rating D
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programmes has been reported in research 
works to be more effective and cost-efficient, 
21, 22 and thus, this training format is more 
suggested. It is recommended that training 
programmes should be planned and be 
systematic with input of the employees. Not 
only will this enhance employees skill 
acquisition, it will also engender a sense of 
ownership of the training among employees, 
increase job satisfaction and improve 
individual as well as organizational 
productivity and performance. 18, 22 
It is worth noting that majority of the study 
participants were young adults. Studies 
have shown that this age group is open to 
learning new skills and ready to adapt to 
reforms. 34, 35 This attribute can serve as an 
advantage that could be harnessed in the 
industry for training and especially areas 
that will require technical skills or 
innovative reforms to reposition the NHIS 
for an improved performance.  
Organizational development was rated lower 
than training programmes in this study to 
effect the necessary improvement in the 
health insurance industry in Nigeria. This is 
in consonance with the work of Antonioli 
and colleagues in Italy.14 In the study, 
Antonioli and colleagues reported that 
training programme is more effective than 
organizational changes to improving 
performance at workplaces. Although, this 
study did not explore the form of 
organizational changes required to effect 
performance improvement strategies in the 
health insurance industry in Nigeria, 
however, it is known that strategies for 
improving organizational performance plans 
does not rely on training programmes alone 
but on other strategies such as 
organizational changes among others.  
It is therefore advocated that studies to 
unravel the organizational structure in the 
health insurance industry are conducted. 
Findings should inform stakeholders in the 
industry and assist in planning for 
organizational changes for improvement. 
The 30-item tasks in the instrument 
adapted for this study clearly demonstrated 
the areas of training needs for employees in 
the Nigerian health insurance industry. 
Thus, these areas could be ranked and 
prioritized for targeted interventions and 
judicious resource allocation. However, the 
same could not be said of the organizational 
structures that need to be changed. We 
accept this as a limitation.  
Conclusion: This study shows that there 
are gaps in the capacity of personnel in the 
health insurance industry. Training course 
was the preferred approach to addressing 
these. While not neglecting organizational 
change, stakeholders in Nigeria and in 
similar settings are advised to pay more 
attention to personnel training to improve 
performance in health insurance industry.  
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